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The relative usefulness of various methods of assessment of pain is discussed.. It is suggested that
keeping an ongoing record of patients' pain is of value both to the patient and to the therapist.
The majority of patients are referred for
physiotherapy because of pain, loss of joint
mobility or loss of function. Although treat-
ment methods employed by physiotherapists
are in the main firmly based on sound theoret-
ical framework and clinical practice, the
assessment of patients could be more thorough.
Many practitioners spend at least half an hour
with a patient during treatment, yet seem to
lack the few minutes to record accurately the
presenting complaints and the clinical progress"
The failure to do so is due partly to a lack of
familiarity with newer approaches for keeping
an ongoing record. The recent pioneering work
by Stillman (1978) offers a good and useful
shorthand method of recording joint dys-
functions and ranges of mobility, and will be
of benefit to its users .. Stillman also provides
a shorthand method for the assessment of pain.
This approach presents some problems, since
it does not seem to take into account all the
complexities of pain, and therefore requires
additional scoring procedures.
The aim of the present paper is to present
various forms of recording pain and discuss
their relative usefulness and implications for
treatment.
A Rationale for Assessment of Pain
Reasons for the need of accurate assessment
include:
1. As many patients forget their pain experience
soon after it is over, a retrospective assessment
is often inaccurate and difficult. This creates
problems in the determination of the rate of
improvement. Often a patient is unable to
recall and recognize substantial diminution of
pain during the course of therapy..
2 .. If records of earlier self-ratings are available,
patients frequently have a greater confidence
in their treatment, and they are more motivated
to continue diligently with their therapy at
home. Often they can see that their improve-
ment rate is greatest when they follow the
therapist'8 instructions.
3" Patients do not describe their pain verbally
in a uniform manner.. Some are overexpressive,
and seem to complain incessantly .. Occasionally
the therapist may treat these people more
carefully, thus diminishing their rate of im-
provement.. Others may be unable to express
their pain adequately, and suffer in silence.
These patients might in contrast be over-
exercised.
4. Accurate ongoing assessment allows the
therapist to decide more effectively the design
and aims of treatment. If a steady improvement
is observed, the patient may be asked to con-
tinue with the same routine. If no improvement
is recorded, or if there is an aggravation of
symptoms, a search for an alternative therapy
is indicated.
Methods of Assessment
Only some of the methods available are
discussed in this paper. They have been selected
because, as the patient fills them in, they are
reasonably easy to administer and, they provide
a relatively accurate score.
FIGURE 1; VISUAL ANALOGUE SCALE.
HOW DO YOU FEEL?
1. Please rate how you have felt overall since your last treatment.
2. Mark clearly and perpendicularly across the line.
NAME: " DATE:
VERYSEVEREPAIN~~~~~~~~~~~~~~~~~~_NOPAIN~ALL
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This scale is completed at each treatment
session. It consists of a 100mm linear scale,
ranging from 'no pain' (0) to 'very severe
pain' (100). The patients score their estimated
level of pain for the period between treatments
by marking on the line at the appropriate place.
This scale is quick and easy to use. It correlates
significantly with other forms of assessment
(Elton et aI., 1978). It is quantifiable and
provides a record of the patients' condition and
progress. Its disadvantages are that the patient
may be recording the present state, rather than
the average over a given time. Thus, if he is
suffering intense pain at the time of scoring,
he may overestimate the average, and con-
versely'\ show a reverse trend if pain free.
The scoring is global and does not differ-
entiate between the various dimensions of pain.
FIGURE 2: THE MODIFIED McGILL PAIN QUESTIONNAIRE (MELZACK, 1975).
WHAT DOES YOUR PAIN FEEL LIKE?
Some of the words below describe your present pain. Circle ALL the words that best describe it.
Leave out any category that is not suitable. Use all the words in any category that describe your
pain appropriately.
1
Flickering
Quivering
Pulsing
Throbbing
Beating
Pounding
5
Pinching
Pressing
Gnawing
Cramping
Crushing
9
Dull
Sore
Hurting
Aching
Heavy
13
Fearful
Frightful
Terrifying
17
Spreading
Radiating
Penetrating
Piercing
2
Jumping
Flashing
Shooting
6
Tugging
Pulling
Wrenching
10
Tender
Taut
Rasping
Splitting
14
Punishing
Gruelling
Cruel
Vicious
Killing
18
Tight
Numb
Drawing
Squeezing
Tearing
3
Pricking
Boring
Drilling
Stabbing
Lancinating
7
Hot
Burning
Scalding
Searing
11
Tiring
Exhausting
15
Wretched
Blinding
19
Cool
Cold
Freezing
4
Sharp
Cutting
Lacerating
8
Tingling
Itchy
Smarting
Stinging
12
Sickening
Suffocating
16
Annoying
Troublesome
Miserable
Intense
20
Nagging
Nauseating
Agonising
Dreadful
Torturing
HOWSTRONGffiYOURPAIN?
People agree that the following 5 words represent pain of increasing intensity. They are:
1 2 3 4 5
Mild Discomforting Distressing Horrible Excruciating
To answer each question below, write the number of the most appropriate word in the space beside
the question.
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1 ~ Which word describes your pain right now?
2~ Which word describes it at its worst?
3. Which word describes it when it is least?
4. Which word describes the worst toothache you ever had?
5. Which word describes the worst headache you ever had?
6. Which word describes the worst stomach ache you ever had?
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Each chart contains a graph of 24 hours per
day along the horizontal axis, and intensities
of pain from 0 to 5 along the vertical axis.
The patients are instructed to chart their pain
intensities hourly during their waking hours,
by plotting one point for each waking hour at
the appropriate place on the graph. The degrees
of pain can be summarized as: 0 = no pain;
1 = pain you are aware of only if you direct
attention to it; 2 = pain which could be ignored
at times; 3 = constant pain, but work possible;
4 = severe pain, concentration difficult; 5 =
intense incapacitating pain.
Elton et aI., (1978) altered the format, by
providing the patient with a single sheet con-
taining seven pain charts, which represented
a week's data for each patient.
4
This chart is used to score the Intensity,
duration and frequency of pain. It provides a
weekly profile of pain at a glance~ For research
purposes, averages could also be taken, either
by multiplying the duration by intensity of
pain, and dividing them by 24 hours, or divid-
ing them by waking hours. The patient is
instructed to record the amount of medication
taken at the appropriate time (by making a sign
for each tablet, see Figure 3) and also to record
stress factors~
The advantages of these modifications are
that they provide a further index of progress,
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FIGURE 3: A SINGLE PAIN CHART,FILLED
IN BY THE PATIENT ~ (Medication and stress
points recorded, as per Elton et ai., 1978).
Date .....j ...../..... Day ....•..•.• ~ ..... ~
5 5 6 7 8 9 10 11 12 1 2 3 4 5 6 7 8 9 10 11 12 1 2 3 4
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Vi J
Z
L&J
~2
3. A Weekly Pazn Chart
Budzynski et. al., (1973) developed a daily
pain chart, which was based on behavioural
indices and recorded the degree to which
pain interferred with their patients' normal
functions.
Figure 3: A single pain chart, filled in by the
patient. Medication and stress points recorded,
as per Elton et. aZ., (1978).
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This consists of a series of adjectives describ-
ing various dimensions of pain, including
temporal (Figur~ 2; Item 1), spatial (Item 2),
thermal (Item 7), affective (Items 11, 13, 20)
or evaluative aspects (Item 16). For example,
the fear category has adjectives such as: "Fear-
ful", and "Terrifying". Each succeeding adject-
ive per category has a higher level of intensity
than the previous ones ~ This test provides a
multi-dimensional approach to the assessment
of pain. It contains an intensity scale and is
statistically quantifiable~ In the original scoring
system the patient is instructed to underline
one adjective per category. In a modified
system (Elton et ai., 1978) the patient is
asked to underline all the adjectives which
describe the pain. This gives a more accurate
description of the pain experience. The test
may be scored in two ways: a) by counting all
the adjectives underlined; b) by loading them
with a relative intensity. The patient may be
asked to fill in one of these forms at each
treatment session. This provides both an
ongoing record and an assessment of progress.
The problems of this test relate to the individ-
ual differences between the patients. Some
patients are unable to use categories such as
~~frightful" or "agonizing" no matter how bad
their pain feels~ In our experience many Aust-
ralians appear to differ in their ability to
e,epress freely and without embarrassment their
experience of pain, in comparison with their
Canadian counterparts, who formed the basis
for Melzack's sample (the statistical data to
support this hypothesis is not available as yet).
The administration of the test is somewhat
lengthy, taking up to 20 minutes, but the test
may be carried out while the patient is in the
waiting room or alternatively after therapy.
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FIGURE 4: A WEEKLY PAIN CHART.
NAME: ..
PAIN RATING CHART
(record ONLY waking hours)
4. Very severe pain which makes concentration
difficult but undemanding tasks can be coped
with.
5. Intense incapacitating pain ..
..
I
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O. No pain.
1. Low level of pain (you are aware of it only
when you direct attention to it).
2. Pain which could be ignored at times.
3. Constant pain but you are able to continue
working.
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because as the medication intake diminishes,
the patient is aware of improvement. The stress
points are equally important because if a re-
lationship can be traced between stress and high
intensity of pain, it may be desirable to include
relaxation into the treatment regimen.
The chart provides a comprehensive and
multi-dimensional approach to the assessment
of clinical pain. The behavioural indices ensure
a relative uniformity of responses between
various patients, with different emotional
styles of selfooexpression. Constant hourly
monitoring of pain lessens the error inherent
in the retrospective recall. The pain chart
provides a good basis for assessment, progress
and prognosis. It facilitates a better understand-
ing of the patient's level of incapacity. It im-
proves communication between the therapist
and the patient, since the patient no longer
feels unable to convey the totality of his pain
experience. It leads to a more meaningful
dialogue between the physiotherapist and the
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referring doctor, providing a more uniform
and accurate description of the patient's
condition. It is suggested that the pain chart
is the best method of assessment for the busy
physiotherapist. Its use is highly recommended.
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